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Abstract: Rural populations often face higher cancer rates and have lower cancer screening 
rates than urban populations. Screening disparities may be mediated by limited access to 
care, less knowledge of screening, and psychosocial factors. While the improved insurance 
rates and more comprehensive coverage under the Affordable Care Act may address some 
of these barriers, rural- urban disparities in cancer screening may not be fully attenuated. 
Faith- based interventions have been an effective approach to improving cancer screening 
among rural and underserved populations. Similarly, faith community nurses (FCNs) may 
be an effective agents for implementing evidence- based cancer screening strategies in rural 
communities. We provide a model for how FCNs standards of professional performance 
and practice can enable them to implement screening strategies. We also posit two recom-
mendations of services that FCNs can provide to improve cancer screening in rural areas: 
educational messaging and patient navigation.
Key words: Rural health, cancer, faith community nursing, Affordable Care Act.
Rural- Urban Cancer Disparities
Nearly one in five Americans (over 59 million people) live in rural areas, which are defined by the U.S. Census Bureau as areas with low population density and 
less residential, commercial, and non- residential urban land use.1 Rural residents often 
experience higher incidence and/or mortality rates for cervical, colorectal, and other 
cancers than their urban counterparts.2 A myriad of overlapping factors contribute to 
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rural- urban cancer disparities including higher rates of uninsurance/ underinsurance, 
less access to care, poorer socioeconomic status, and higher rates of individual- level 
cancer risk factors (e.g., smoking, obesity).2,3 Furthermore, rates of cancer screening 
utilization—such as fecal occult blood tests and colonoscopy for colorectal cancer—are 
often lower in rural populations than in populations of their urban peers.4
Access to care, screening knowledge, and individual psychosocial factors dispropor-
tionately affect cancer screening utilization among rural populations. Rural residents 
often have limited supply of specialty physicians (e.g., gastroenterologists) which may 
affect their access to screening services (e.g., colonoscopy).3 Furthermore, rural primary 
care providers are less likely to recommend colorectal cancer screening than urban health 
care providers.5 This is significant as provider recommendation is identified as one of 
the strongest predictors of screening uptake. Rural residents often have less knowledge 
of screening recommendations compared with their urban peers, which may couple 
with psychosocial factors, including both fear and fatalism, to limit cancer screening 
and preventive behaviors in rural populations.6 Jilcott- Pitts and colleagues found that 
rural residents identified three fears as barriers to colorectal cancer screening—fear of 
colonoscopy, fear of cancer diagnosis, and fear of burdening families.7 One study has 
also shown that rural residents have more fatalistic beliefs towards cancer prevention 
behaviors than their urban counterparts.8
The Affordable Care Act (ACA) has made tremendous strides toward closing the 
rural- urban gap in access to care for millions of rural Americans. However, health 
professional shortages remain a challenge in many rural settings.9 Faith community 
nursing has the potential to fill the need for health professionals in rural areas by using 
evidence- based practices to reduce barriers to cancer screening (e.g., education, small 
media, navigation of structural barriers) for community members. The combination 
of the ACA and faith community nursing to use evidence- based practices for cancer 
screening could make a major improvement to early detection of cancer in rural 
communities, and to reducing the rural- urban disparity in cancer outcomes. There is 
a strong need to investigate ways in which faith community nursing can be scaled-up 
in rural areas and to evaluate the impact of this health resource.
The Potential of the Affordable Care Act to Reduce  
Rural- Urban Cancer Disparities
Implementation of the ACA has the potential to reduce rural- urban cancer screen-
ing disparities through increased coverage options via the marketplace and Medicaid 
expansion, improved guidelines for preventive services, and extended coverage for 
young adults. Historically, rural residents have higher rates of uninsured status than 
their urban peers. The enactment of the ACA has begun to attenuate this disparity 
in rural areas, but not all rural areas have equal access to insurance coverage. A 2016 
report from the U.S. Department of Health and Human Services indicated that there 
was a 33% decrease in the uninsured rate in rural areas between 2013 and 2015, and an 
overall 8 percentage point increase in rural coverage between the first open enrollment 
period through early 2015.9 However, the magnitude of insurance coverage improve-
ment was dependent upon whether or not a state expanded Medicaid. Nearly two 
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out of three (65%) uninsured rural individuals live in states that have not expanded 
Medicaid, and the percentage point improvement in insurance coverage was larger in 
rural areas in Medicaid expansion states compared with non- expansion states (9.1 vs 
5.7 percentage point increases, respectively).1,10
The ACA mandates that preventive services, such as cancer screenings recommended 
by the U.S. Preventive Services Task Force, be covered by insurance without cost to the 
patient. Recent research has shown that the ACA has had an effect on cancer screening 
and early detection rates. A study by Sabik and colleagues found that women in states 
that had not expanded Medicaid had lower odds of receipt of mammography and pap 
smears, an effect that was seen more strongly among uninsured women.11 Another 
recent study indicated a post- ACA increase in the proportion of cervical cancer cases 
diagnosed at an early stage among women aged 21– 25 who, due to the ACA, can 
remain on their parents’ insurance until age 26.12 A study by Hamman and Kapinos 
found that reduced out- of-pocket expense for colonoscopies for Medicare patients may 
have helped facilitate an increase in colonoscopy rates for men on Medicare.13
Evidence- based Practices to Address Rural Disparities  
in Cancer Screening
While the ACA mandates that recommended screening measures be cost- free to the 
patient, increased screening rates have yet to be realized across in all populations.14 
Wider and more comprehensive health insurance coverage is not a panacea to eliminate 
rural- urban cancer disparities. In order to improve screening rates additional barriers 
to screening must be addressed, such as limited screening knowledge and individual 
psychosocial barriers, which may have disproportionate effect on rural residents. In 
clinical settings, patient navigation programs can mitigate these barriers through 
the evidence- based strategies of one- on- one education, patient reminders, and other 
approaches.15 For example, an intervention that utilized patient navigation in com-
munity health centers in rural Georgia was effective in improving colorectal cancer 
screening rates.16 This patient navigation program assisted patients directly through 
service coordination, one- on- one patient education, and aid in overcoming barriers 
related to literacy.
In addition to clinically- based interventions, interventions that are community- 
based have been effective. Of particular salience to rural populations are programs 
that are specifically set among faith communities. The National Cancer Institute has 
identified numerous research- tested intervention programs (RTIPs) that are evidence- 
based and have been proven effective for improving cancer screening rates.17 Some of 
these interventions have utilized lay advisors and religious leaders to provide culturally 
tailored educational messages about screening that help overcome the barriers faced 
by rural individuals. For example, the Witness Project, is a faith- based breast cancer 
education program that effectively increased screening rates in underserved, rural, 
African American women.18 This program engaged role models (i.e., cancer survivors) 
and lay health advisors to provide culturally relevant education about breast cancer 
screening in a church setting. Similarly, the Targeting Cancer in Blacks program utilized 
faith- based setting churches for workshops and presentation on cancer prevention.19 
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Additionally, ministers served on the program’s community- based steering commit-
tee and often reinforced cancer prevention and screening messaging from the pulpit. 
Both of these programs facilitated improved cancer screening rates among the engaged 
populations and communities. Lay health advisors and ministers can effectively deliver 
cancer screening messages, but there may also be other faith- based individuals—such 
as faith community nurses—who may be able to deliver such messages with relevant 
clinical knowledge.
Faith Community Nurses
Faith community nurses (FCNs) have the skills, experience and mission to use evidence- 
based practices to improve the health of the community they serve. Faith community 
nursing is defined as by the American Nurses Association and Health Ministry Associa-
tion as, “a specialized practice of professional nursing that focuses on the intentional 
care of the spirit as well as on the holistic health and prevention or minimization 
of illness within the context of a faith community.”20[pg.55] Faith community nurses 
often act as personal health counselors, health educators, advocates, referral sources 
to congregational and community programs, and facilitators and interpreters of the 
relationship between faith and health. It is preferred that FCNs have a baccalaureate 
or higher degree in nursing and current status as a registered nurse. Currently, there 
is no professional certification for FCNs, but there are Foundations of FCN courses 
provided by the Westberg Institute that can provide registered nurses with continuing 
education.21 These are available online or provided by nursing schools or health care 
systems.
To our knowledge, no official, nationwide census of FCNs has been performed in 
the U.S., but multiple efforts have been made to characterize FCNs demographically. In 
2008, the Center for Health Workforce Studies conducted a survey of more than 500 
FCNs affiliated with Ascension Health, the nation’s largest Catholic and non- profit health 
system.22 This survey found that FCNs are largely female (99%), White (93%), and 55 
years of age or older (67%). Fifty- eight percent of FCNs serve Catholic congregations, 
and 31% serve Protestant congregations. Twenty- three percent of FCNs serve rural 
or small town congregations. Of those surveyed, 50% practiced in the Northeast, 27% 
in the Midwest and 23% in the South. In 2016, the organization, Faith Community 
Nursing International (FCNI) surveyed their membership.23 The demographic findings 
of FCNI survey mirrored the Center for Health Workforce Studies findings in that 
FCNs were mostly female, White, and over the age of 55, and that a similar proportion 
of them served a rural congregation (22.5%). This survey found that more than half 
of those surveyed (57.5%) had a graduate degree, and more than two- thirds (67.5%) 
indicated that they assisted individuals with chronic disease.
Most commonly, FCNs are members or parishioners of the churches they serve. As 
we noted previously, faith community settings have been effective for cancer screen-
ing interventions.18,19 In that same vein, FCNs may be particularly effective conduits 
for educational messaging and care coordination/ patient navigation related to cancer 
screening because of their clinical expertise and their rapport with the communities 
they serve. While FCNs have long provided care and counseling related to chronic 
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disease management and mental health, limited studies have reported provision of 
cancer screening education and care coordination administered by FCNs.22,24,25 However, 
FCNs are particularly well- situated to address barriers to cancer screening that remain 
even after the implementation of the ACA.
Conceptual Model for Faith Community Nursing Roles  
in Cancer Screening
We propose a conceptual model (Figure 1) for the use of FCNs to implement two 
evidence- based strategies for cancer screening based upon FCN standards of profes-
sional performance and practice.15,20 Three standards of FCN professional performance 
provide the foundation for this framework: culturally congruent practices, commu-
nication, and evidence- based practice and research.20 Culturally congruent practices 
integrate the FCN competencies related to utilization of skills and tools appropriate 
for the culture and literacy of their population which can guide their communica-
tion—the next standard of professional performance in our model.20 Communication 
competencies consider health literacy, resources, preferences of patients, and cultural 
empathy, all of which are key in addressing the barriers to cancer screening faced by 
rural individuals.7,20 Evidence- based practice and research competencies are centered 
on using current, evidence- based research findings to inform one’s practice.20 Building 
upon the foundation of these three standards of professional performance, FCNs can 
engage in the practice standards of health teaching/ promotion and coordination of care 
that are particularly germane to the two evidence- based cancer screening strategies we 
identified. These practice standards are also congruent with the constructs of health 
promotion and access to health care proposed by Ziebarth in her conceptual model of 
faith community nursing as a method of holistic health care delivery.26 Health teach-
ing and health promotion competencies note that FCNs provide health teaching on 
Figure 1. A Model for Faith Community Nurse Implementation of Evidence-Based 
Cancer Screening Strategies
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healthy lifestyles and risk reducing behaviors and that this information be presented 
in a variety of settings.20 The coordination of care competencies include implementa-
tion of a plan of care through coordination of health care and organization of a care 
plan.20 These standards of practice are directly relevant to evidence- based strategies 
for cancer screening, and as such, we provide two recommendations for how these 
standards can be the foundation or FCNs role in these strategies.
Recommendation #1: Faith Community Nurses Can Provide Educational Mes-
saging on Cancer Screening. Faith community nurses’ standard of practice—health 
teaching and health promotion—directly informs evidence- based strategies for edu-
cational messaging: group education, one- to-one education, and small media. All of 
these are are recommended strategies for breast, cervical, and/or colorectal cancer 
screening interventions.15 Increased coverage provided by the ACA may improve 
access to cancer screening for rural individuals. However, if individuals are not aware 
of cancer screening recommendations or experience psychosocial barriers to seek-
ing screening, both of which are more prevalent in rural areas, then they still may 
not seek screening even if it is more accessible.5,7,8 Building on the competencies of 
the standards of culturally congruent practice, communication, and evidence- based 
practice and research, FCNs can provide health teaching and health promotion in the 
form of evidence- based education messaging approaches. Furthermore, 71%, 69%, 
and 25% of FCNs report providing information/ referrals, individual health counseling, 
and group health counseling, respectively, indicating that such activities are common 
FCNs’ standard of practice.22
A case study illustrates the effectiveness of an educational messaging intervention 
administered by FCNs. This intervention used group education, an evidence- based 
strategy for breast cancer screening.15 St. John’s Hospital in Springfield, Illinois received 
funding to provide outreach and assistance with screening in populations at risk for 
breast cancer.27 Working with St. John’s College of Nursing, the hospital targeted nine 
counties in Illinois within their service area to improve screening in both underserved 
minority and rural populations. FCNs played an instrumental role in identifying local 
churches that might be well served by the intervention. They effectively engaged nearly 
600 women in 33 education sessions led or facilitated by FCNs who provided educational 
messaging on breast cancer screening guidelines. These sessions were often conducted 
in conjunction with other church events, which enabled the nurses to reach women 
who might not actively have sought such information. In a response to a question—
“What is your plan for breast care after attending the education session?”—on a post- 
educational session survey, 28% of participants indicated that the session prompted 
them to schedule a mammogram, which is notable as 36% of participants also indicated 
that they did not receive regular mammograms.
Recommendation #2—Faith Community Nurses Can Provide Patient Navigation. 
The FCN standard of practice of coordination of care and corresponding competen-
cies can be integrated into coordination of care and navigation. Patient navigation is a 
specific approach to reduce structural barriers, which is a recommended strategy for 
breast and colorectal cancer screenings.15 Although patient navigation is more commonly 
provided in clinical settings, FCNs have the rapport and expertise, as known members 
of the community with recognized clinical training, to complement services provided 
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in more traditional care settings. Secondly, a weakness of the ACA is that it does not 
mandate coverage for follow up of positive screenings, which are often considered 
diagnostic in nature. While individuals in any location receiving a positive screen report 
may require health care navigation to manage follow-up, this may be especially true of 
rural residents who live further from healthcare services and have lower educational 
attainment and lower health literacy.28,29 Addressing these barriers are direct ways for 
FCNs to apply their standards of professional performance.
Navigation and case management by nurses and other trained professionals have been 
proven effective in increasing cancer screening in underserved populations.30 While, 
to our knowledge, there are no examples in the literature of FCNs providing patient 
navigation for cancer screening, we present a case study of an effective, community- 
based cancer navigation program situated in a rural community. A community- based, 
non- profit organization employed registered nurses to provide care navigation services 
to 103 women newly diagnosed with breast cancers.31 These nurse navigators provided 
support and helped cancer survivors and their families address barriers- to-care. After 
receipt of these services, 89% of cancer survivors strongly agreed that follow-up calls 
from the navigator were valuable; 86% strongly agreed that navigation services were 
necessary; and 82% strongly agreed that navigation services improved their cancer 
experience. While this case study did not utilize FCNs, nor was it relevant to the screen-
ing piece of the cancer continuum, it does indicate that patient navigation services are 
well received by rural cancer patients. This shows potential promise for the utilization 
of FCNs as community- based navigators for cancer screening.
Conclusion
While the ACA may increase access to care through improved insurance rates and more 
comprehensive guidelines, certain rural barriers to screening still must be addressed. 
Because faith- based settings have been effective for cancer screening interventions, 
we posit that FCNs specifically may similarly be an effective resource, but they have 
been underused. We provide a conceptual framework and two recommendations for 
how FCN standards of professional performance and practices provide the founda-
tion for FCNs to implement evidence- based cancer screening intervention strategies. 
Furthermore, this framework and our subsequent recommendations are grounded in 
FCN standards and evidence- based strategies, which indicate that they would remain 
sound regardless of the health care policy climate. Should the entirety of the ACA or 
even parts of it be repealed, FCNs’ role as implementers of evidence- based strategies 
to improve cancer screening use will remain valuable and potentially become more 
valuable. Finally, because of the paucity of research testing such recommendations, 
future studies should consider this framework and recommendations to test whether 
FCN- driven implementation of evidence- based cancer screening strategies is effective.
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